A 32-year-old lady presented with history of recurrent calculi for last 9 years. The patient also gave history of five abortions in past 4 years; the first miscarriage occurred 4 years back while the recent one was 2 months back. None of these pregnancies could be sustained for more than 2 months. For recurrent renal stones, she was evaluated and was found to have high calcium levels hence was referred to the endocrinologist. On further evaluation intact parathyroid hormone (PTH) was found to be high (218 pg/mL: normal 11-67 pg/mL). Neck examination was unremarkable. With the report of high PTH and high calcium, a diagnosis of primary hyperparathyroidism was made. To localize the adenoma usg and Tc-99m sestamibi (sesta-methoxyisobutylisonitrile) (MIBI) were done; MIBI revealed that the parathyroid was lying in an ectopic location possibly deep in the left suprasternal region. For anatomical localization of the lesion, contrast enhanced computed tomography (CECT) neck and mediastinum was done in order to guide us about the surgical approach. CECT neck showed a small well-defined (13 × 8 mm) heterogeneously enhancing lesion medial to the left common carotid artery near its origin from the arch. On reconstructed images (Fig. 1C) , it was found that the adenoma is at the level of the brachiocephalic vein just behind the manubrium sterni and thus it was thought that cervical delivery may be possible; however, close relationship with the brachiocephalic vein was to be kept in mind by the surgeon. Hence, the patient was taken for surgery with a plan for attempting cervical delivery along with intraoperative parathyroid hormone monitoring (IOPTH). Intraoperatively, it was found at the upper end of the left thymic limb at the level of the brachiocephalic vein and was dissected carefully taking part of thymus inferiorly. Every effort was made to avoid capsule rupture in order to avoid parathyromatosis.
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Intraoperative PTH testing was done and showed more than 50% drop at 10 minutes. Frozen section report confirmed parathyroid tissue and thymus.
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